Callous-unemotional (CU) traits designate a unique subset of youth with externalizing psychopathology who have a severe pattern of aggressive behavior and tend to have worse outcomes in treatment. However, little research has addressed how CU traits relate to different components of psychotherapy, such as the therapeutic alliance. The current study examined the role of CU traits in predicting therapeutic alliance in 59 adolescents (M age ϭ 15.3, 51% female, 64% Hispanic American, 15% African American) who were part of a larger randomized naturalistic trial of outpatient behavioral psychotherapy. Multilevel regression analysis further investigated the role of therapeutic alliance in predicting treatment outcome (as measured by self-reported delinquency) and the moderating role of CU traits. Results suggested that regardless of the severity of their externalizing problems, youth with higher levels of CU traits reported more positive ratings of therapeutic alliance. In addition, a positive therapeutic alliance predicted reductions in delinquent behavior, and this association was even stronger for youth higher in CU traits. Our results suggest that CU traits are related to improvement in the formation of the therapeutic alliance among youth with externalizing psychopathology, perhaps because these youth lack many of the social and emotional deficits that other youth with conduct problems possess. Adolescents high in CU traits should not be viewed as untreatable. Indeed, the therapeutic alliance may be an important mechanism for affecting meaningful change in these adolescents' lives.
Serious externalizing problems in childhood and adolescence predict a vast range of impairments later in life (including health, legal, educational, and social deficiencies) and have serious implications for society and public policy (Kimonis & Frick, 2010) . Conduct problems are the leading cause for referral to mental health services for youth in the United States and are increasingly being viewed as a public health problem (Merikangas et al., 2011) . Given its prevalence and the serious consequences associated with behavior problems, it is no surprise that these children form an important group in need of treatment.
Callous-Unemotional Traits
One developmental trajectory of externalizing psychopathology (which comprises aggression, delinquency, and hyperactivity) includes the presence of significant callous-unemotional traits (Frick & White, 2008) . Callous-unemotional (CU) traits include a disregard for the feelings of others, a shallow or blunted affect, and lack of concern about the effect of one's harmful actions. These traits are very similar to some of the traits used to define the construct of psychopathy for adults, and indeed childhood ratings of callousness have been shown to predict psychopathy ratings later in life (Burke, Loeber, & Lahey, 2007) . CU traits cut across diagnoses, though they have been most extensively identified and researched as a meaningful subgroup of those with externalizing disorders, most often conduct disorder (Herpers, Rommelse, Bons, Buitelaar, & Scheepers, 2012) .
Many other background and behavioral features distinguish youth high in CU traits from those low in these traits. CU youth show less reactivity to the distress of others and are less sensitive to punishment (Fisher & Blair, 1998; Viding, Fontaine, & McCrory, 2012) . They expect more positive outcomes for aggressive behavior and are often fearless and thrill-seeking (Centifanti & Modecki, 2013) . These adolescents also show lower levels of anxiety (Frick, Lilienfeld, Ellis, Loney, & Silverthorn, 1999) . Furthermore, CU youth show higher affiliation with delinquent peers and exert an influential effect on peer's delinquency in turn (Kerr, Van Zalk, & Stattin, 2012; Kimonis, Frick, & Barry, 2004) . Interestingly, youth with externalizing problems and high levels of CU traits have better social problem-solving skills than those low in CU traits (Waschbusch, Walsh, Andrade, King, & Carrey, 2007) . Also, they show fewer deficits in verbal intelligence (Frick, 2012) .
Youth with significant CU traits represent a particularly difficultto-treat subgroup within children with serious behavior problems (Hawes & Dadds, 2005) . They demonstrate greater conduct problem severity and a more severe and stable pattern of aggressive and delinquent behavior (as measured by self-report of delinquency as well as official records of criminal behavior) compared with other youth with conduct problems (Byrd, Loeber, & Pardini, 2012; Chabrol, van Leeuwen, Rodgers, & Gibbs, 2011; Frick, Cornell, Barry, Bodin, & Dane, 2003) . In a review of 20 studies comparing the outcomes of youth with and without high levels of CU traits, 90% of those studies found that youth high in CU traits showed poorer outcomes to a variety of treatments, even when accounting for level of externalizing problems (Frick, Ray, Thornton, & Kahn, 2014) . Poorer outcomes include greater rates of delinquency and treatment noncompliance, higher recidivism rates, and less clinical improvement such as reductions in symptomatology (Falkenbach, Poythress, & Heide, 2003; Gretton, McBride, Hare, O'Shaughnessy, & Kumka, 2001; O'Neill, Lidz, & Heilbrun, 2003) . These previous studies focus on the difficulties of treating this population; however, very few studies explicitly explored the mechanisms through which psychotherapy is effective or ineffective in treating these youth. One candidate factor that influences psychotherapy progress and may be significantly affected by CU traits is the therapeutic alliance. Therapeutic alliance is a strong predictor of success in psychotherapy, but it may be especially vulnerable to social and emotional deficits as often suffered by adolescents with significant conduct problems. Given alliance is a common factor important in most psychotherapies, it is a clear candidate for further research. Treatment providers need to be more aware of the possible effect of CU traits on the therapeutic alliance and, in turn, learn how to tailor unique interventions for this group.
Therapeutic Alliance
Extensive studies have shown the importance of the therapeutic alliance in predicting outcomes of mental health treatment (Falkenström, Granström, & Holmqvist, 2013; Horvath, Del Re, Flück-iger, & Symonds, 2011; Shirk, Karver, & Brown, 2011) . Alliance is defined by the quality of the client-psychotherapist relationship, their collaborative interaction, and the attachment between the two that emerges during psychotherapy (Kazdin & Durbin, 2012) . Therapeutic alliance, as measured by adolescent self-report, appears to be a reliable predictor of treatment outcome for children and adolescents, including youth with externalizing problems (Florsheim, Shotorbani, Guest-Warnick, Barratt, & Hwang, 2000; Hawley & Garland, 2008) .
Many factors may make alliance especially difficult to build with adolescents with conduct problems. For one, adolescents rarely make the decision to attend psychotherapy voluntarily and may not acknowledge problems (Thompson, Bender, Lantry, & Flynn, 2007) . Youth with severe conduct problems have difficulties regulating emotion and may respond to the therapeutic process in a socially inappropriate manner (Guerra, Asher, & DeRosier, 2004; Viding et al., 2012) . These youth are more likely to interpret hostile intent in many social situations (Frick, 2012) . Further, they tend to have poor social-cognitive skills and deficits in verbal intelligence (Frick, 2012; Oliver, Barker, Mandy, Skuse, & Maughan, 2011) . Intellectual and social competencies of children have been shown to predict the quality of alliance, such that children with higher intelligence and social competencies had a more positive alliance (Kazdin & Durbin, 2012) .
The relation between CU traits and the therapeutic alliance is less clearly understood. It is possible that the lack of prosocial emotions demonstrated by youth with CU traits may weaken the therapeutic alliance, which accounts for their deficits in treatment outcomes. These adolescents have problems with affective perspective taking and cognitive empathy, often having self-serving cognitive distortions, and have more positive expectations for deviant social goals such as revenge (Anastassiou-Hadjicharalambous & Warden, 2008; Chabrol et al., 2011; Pardini, 2011) . This lack of prosocial emotions and unconcern for the perspective of others in social interactions may have a detrimental role on the development of a positive relationship with a psychotherapist, especially given a therapeutic alliance requires the development of bonds and agreement on shared goals (Bordin, 1979; Kazdin & Durbin, 2012) .
Perhaps counterintuitively, it is also possible that the presence of CU traits predicts stronger alliance formation over non-CU youth. These youth have better social skills, higher verbal intelligence, and less emotional dysregulation compared with their low-CU counterparts (Salekin, Neumann, Leistico, & Zalot, 2004; Waschbusch et al., 2007) . Thus, they do not suffer from many of the same problems that make forming a positive alliance difficult for other impulsive, externalizing adolescents. For example, in social situations, youth high in psychopathic (i.e., CU) traits had friends, these friendships were fairly stable, and their friends did not rate the relationship as unsupportive or conflictual (Muñoz, Kerr, & Bešić, 2008) .
Only one study has examined the influence of CU traits and alliance. Simpson, Frick, Kahn, and Evans (2013) found that, in a subset of institutionalized youth, a higher number of previous offenses was negatively associated with adolescent-reported therapeutic alliance in those low in CU traits. However, in those high in CU traits, there was a positive relationship between previous offenses and alliance. In this investigation, researchers split the sample into high and low delinquency groups which effectively divided subjects into early-versus adolescent-onset conduct problems. Research suggests these two groups are actually quite different (with adolescent-onset youth showing less cognitive, neuropsychological, and personality deficits), which could account for their differing ability to form a positive alliance (Frick, 2012) . Still, they found a high number of CU traits were associated with more violent institutional infractions regardless of the therapeutic alliance, suggesting that a more positive therapeutic alliance did not significantly improve institutional misconduct. The authors speculated this may be because the therapeutic alliance that emerges for CU youth is more "superficial and manipulative," exhibiting less conflict but no true attachment. Simpson et al. (2013) used an institutional setting to begin to examine the influence of CU traits on the therapeutic alliance. The current study attempts to expand this investigation by providing an initial exploration of the therapeutic alliance in a naturalistic sample. Furthermore, the current study expands beyond juvenile This document is copyrighted by the American Psychological Association or one of its allied publishers.
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justice outcomes by looking at more ecologically valid measures (self-reported delinquency instead of institutional misconduct and externalizing symptoms instead of previous offenses). Because it is difficult to objectively assess the "superficial" nature of the therapeutic relationship, we focus on whether a positive therapeutic alliance relates to positive outcomes in psychotherapy or not for these youth.
Study Hypotheses
We predicted that, consistent with the limited previous literature, a greater number of CU traits would be correlated with a more positive therapeutic alliance, even when controlling for level of externalizing symptoms (Simpson et al., 2013) . Second, we hypothesized that a more positive therapeutic alliance would relate to more positive treatment outcomes for adolescents in an outpatient treatment setting while CU traits would be negatively correlated with treatment outcome. Lastly, we hypothesized that a significant interaction would occur between therapeutic alliance and CU traits, such that for adolescents high in CU traits, the therapeutic alliance would be unrelated to treatment outcome. In other words, we hypothesized a positive alliance for those high in CU traits would not directly relate to positive outcomes for this group.
Method Participants
The current study utilized secondary analysis of data collected as part of a larger randomized naturalistic trial testing the effectiveness of family therapy versus nonfamily therapy for urban adolescents in an outpatient treatment setting (Hogue et al., 2014) . Participants for this trial were adolescents with untreated behavioral health problems referred through a network of school (82%) and service agency (18%) partners. Staff then contacted referred families by phone and offered them an opportunity to participate in a home-based screening interview and discuss enrollment in local psychotherapy services. Participation in services was completely voluntary; psychotherapy services were scheduled only if the caregiver expressed desire and the adolescent expressed willingness to participate. Figure 1 depicts the flow of participants into the study and the interview completion rates, separately by condition and track. Eligibility criteria included that the participants be between the ages of 12 and 18 years of age (M ϭ 15.4), have a primary caregiver willing to participate in psychotherapy and research, and meet the criteria for Oppositional Defiant Disorder or Conduct Disorder (representing the mental health track) or Substance Use Disorder (the substance use track) according to the DSM-IV (American Psychiatric Association, 2000) . Participants were also required to provide informed consent and assent for the study during each interview. This study was approved by the governing IRB and registered in the Clinical Trials database (NCT00985595; http://www.clinicaltrials.gov). Exclusion criteria for the parent study included mental retardation or developmental disorder, medical/psychiatric illness requiring hospitalization, current psychotic features, or suicidal ideation.
To be included in the current study, participants needed to have attended at least one session of psychotherapy post intake and completed a measure of CU traits at baseline. The study size was severely limited by the number of subjects who attended at least one session of psychotherapy, with a majority of subjects completing follow-up interviews without attending additional psychotherapy sessions. Thus, the final sample consisted of 59 adolescents between the ages of 12 and 18 (M ϭ 15.3). The study sample did not differ significantly from the parent sample across all demographic and study variables (all p's Ͼ 0.05), and there is no indication that a meaningful difference existed between the two samples. Participants consisted of nearly equal percentages of male (49%) and female (51%) participants. The majority (64%) of the sample self-identified as Hispanic, 15% identified as African American, and 7% as Multiracial. Approximately half (54%) of caregivers had an income greater than $15,000 each year. Psychiatric diagnoses rates were: Oppositional Defiant Disorder (88%), Conduct Disorder (54%), ADHD (81%), Mood Disorder (46%), Substance Use Disorder (28%), Generalized Anxiety Disorder (24%), PTSD (9%).
Procedures
Upon referral to the parent study, research staff conducted an intake interview with both adolescents and caregivers. After the intake interview, participants were randomly assigned to either the routine family therapy site (47.5% of the study sample) or one of five treatment as usual (TAU) sites (52.5%). All treatment sites were outpatient clinical settings in a large urban area of the United States and provided usual-care services (including family therapy, cognitive-behavioral therapy, and motivational interviewing interventions) during prescribed weekly psychotherapy sessions over the course of one year. As a usual care study, psychotherapy was implemented without a treatment manual or prescribed approach. A summary of key interventions to illustrate treatment techniques frequently used in session is provided in Table 1 . The family therapy site was more likely to utilize family therapy interventions, while the TAU sites used cognitive-behavioral therapy and motivational interviewing interventions more often (Hogue et al., 2014) . The 59 study sample participants were assigned to 26 different psychotherapists across the six treatment sites (ratio of 2.2:1). As a study of usual care, the length of psychotherapy was not dictated. On average, participants attended 15 (SD ϭ 10.3) sessions of psychotherapy, or approximately three to four months of treatment. Number of sessions attended ranged from 1 to 41 sessions, with a median of 13. Research staff conducted a follow-up interview with both adolescents and caregivers after 3 and 6 months postintake, regardless of the number of psychotherapy sessions attended in the interim. A follow-up interview was also conducted at 12 months postintake, upon the termination of psychotherapy. Each participant was provided an honorarium in vouchers for completing each interview. For more information regarding the nature of the psychotherapies, including fidelity measures of techniques and description of the psychotherapists, see Hogue et al. (2014) .
Measures
Callous-unemotional traits. CU traits were measured using the Inventory of Callous-Unemotional Traits (Frick, 2004) . The Inventory of Callous-Unemotional Traits (ICU) is a 24-item questionnaire that provides a comprehensive assessment of callous and unemotional traits in youth. Three unique subscales (Callousness, This document is copyrighted by the American Psychological Association or one of its allied publishers.
Uncaring, and Unemotional) can be combined to create a Total score, which was used in current analysis (Cronbach's alpha ϭ .86). Twenty-four items are rated on a 4-point Likert scale ranging from 0 (not at all true) to 3 (definitely true), producing a maximum score of 72. Caregivers were given the Parent Report and reported on CU traits during the intake interview. The validity of the ICU has been supported in large samples of community adolescents and juvenile offenders and found to have adequate internal consistency (Essau, Sasagawa, & Frick, 2006; Kimonis et al., 2008) . For comparison, an at-risk sample of 13-to 17-year-old adolescents averaged 30.92 (SD ϭ 10.16) on the ICU, while a sample of urban, nonclinical adolescents averaged 22.82 (SD ϭ 7.75; Berg et al., 2013; Horan, Brown, Jones, & Aber, 2015) . Externalizing symptoms. Externalizing symptoms were measured using the Child Behavior Checklist (CBCL) and Youth Self Report (YSR), which were designed to assess the competencies and problems of children and adolescents (Achenbach, 1991a (Achenbach, , 1991b . The CBCL contains 113 items and the YSR contains 112 items. Items assess emotional and behavioral problems over the past six months. The CBCL is designed for parents or caregivers to report on youth ages 6 to 18, while the YSR is for adolescents ages 11 to 18 to report on their own behavior. The CBCL and YSR were given during the intake interviews. The CBCL contains groupings of Externalizing (␣ ϭ .91) and Internalizing (␣ ϭ .83) symptoms. The YSR has equivalent dimensions and psychometric properties (␣ ϭ .90, ␣ ϭ .91). The Externalizing subscale score of the CBCL and YSR was used in data analysis. CBCL norms place the average Externalizing subscale score of clinically referred males age 12 to 18 at 20.3 (SD ϭ 11.8) and females at 18.4 (SD ϭ 11.8), while nonreferred males averaged 8.9 (SD ϭ 7.5) and females 7.4 (SD ϭ 6.7; Achenbach, 1991a) . YSR Externalizing scores averaged 17.3 (SD ϭ 9.6) and 17.7 (SD ϭ 9.5) for clinically referred males and females, and 11.5 (SD ϭ 7.1) and 10.5 (SD ϭ 6.4) for nonreferred males and females, respectively (Achenbach, 1991b) . This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
Therapeutic alliance. The therapeutic alliance was assessed using the Therapeutic Alliance Scale for Adolescents (TASA; Shirk, Gudmundsen, Kaplinski, & McMakin, 2008) . The TASA is a 12-item scale measuring adolescent perceptions of the psychotherapy relationship, such as the bond between client and psychotherapist and task collaboration. Items are rated on a 4-point Likert scale ranging from 1 (strongly disagree) to 4 (strongly agree), and summed to create one Total score (␣ ϭ .91) with a maximum of 48. The TASA was given to adolescents during the 3-month interview.
Treatment outcome. Treatment outcome was assessed using a measure of self-reported delinquency. Levels of self-reported delinquency are an indicator of potential success in psychotherapy, and are more closely related to real-world consequences of conduct problems than are reports of externalizing symptoms. Selfreports of delinquency are frequently used with adolescents (including those with CU traits) and have been previously used to assess treatment outcome within this population (Frick et al., 2003; Kolko & Pardini, 2010) . Therefore, treatment outcome will refer to level of delinquency, unless stated otherwise. Delinquency was assessed using the Self-Report Delinquency (SRD; Elliott, Ageton, & Huizinga, 1985) . The measure consists of 34 items that determine the frequency of a variety of minor and serious types of delinquency over the last 30 days. For example, the most commonly endorsed items were being rowdy in a public place, skipping school, violating curfew, and using marijuana, which is comparable to frequently endorsed delinquent acts by adolescents who participated in the National Youth Survey (Elliott, Huizinga, & Menard, 1989; Piquero, Macintosh, & Hickman, 2002) . The SRD was given to the adolescent to report on the range of delinquent activity during the intake, 3-month, 6-month, and 12-month interviews. A Total delinquency score (␣ ϭ .65) was calculated for each time point by averaging the total number of delinquent acts committed in the last 30 days across the 34 items. The SRD has been used extensively in adolescent clinical samples (Sibley et al., 2011) .
Analysis
First, we examined any potential differences in the study variables between the family therapy and treatment as usual groups. Given there were no significant differences between the two treatment groups in level of CU traits, therapeutic alliance, externalizing symptoms, and self-reported delinquency (all p's Ͼ 0.05), we collapsed the data across the two groups for further analysis.
To test our first hypothesis, we used a multilevel mixed-effects linear regression model with therapeutic alliance (at three months) as the dependent variable. This model was chosen to account for the possible dependence of observations produced by the nested data structure, or participants nested within psychotherapists (Adelson & Owen, 2012) . CU traits (ICU) and externalizing symptoms (as measured by both the caregiver-report CBCL and adolescent-report YSR) were included as predictors in the model. Consistent with previous studies, the length of time in psychotherapy was also included as a predictor.
To test our second hypotheses, we again used a multilevel mixed-effects linear regression model with treatment outcome as the dependent variable. The model tested the ability of caregiverreport CU traits and therapeutic alliance to predict treatment outcome (as measured by the adolescent-report SRD at 12 months), given the nested structure of participants within psychotherapist. CU traits (ICU) and therapeutic alliance (TASA) were included in level 1 of the model. To test for moderation effects of alliance and CU on outcome, we created an interaction term which was also included in level 1 of the model. The multiplicative interaction term was created by centering each variable and multiplying CU traits by therapeutic alliance (ICU ϫ TASA). Psychotherapist was • Utilized behavioral interventions (e.g., formalized treatment planning, reward systems), or taught relaxation exercises (e.g., meditation). • Established definite theme or agenda at beginning of session.
Motivational interviewing (MI)
• Facilitated the client's awareness of discrepancies between current problematic behaviors and future goals.
• Explored client concerns about problematic behavior, readiness to change behavior, and optimism about success.
• Worked on client's commitment to a plan for changing problematic behavior, including discussion of impediments to change.
• Affirmed the client's ability to change problematic behavior and praised change efforts.
• Emphasized equality and collaboration in the therapeutic relationship versus "therapist in charge."
Family therapy (FT)
• Shared information about normative adolescent development.
• Worked on enhancing communication and attachment between family members.
• Arranged, coached, and helped process an in-session family interaction.
• Discussed core relational family themes that underlie everyday events (e.g., love, trust, respect, independence).
• Discussed parental monitoring and family rules/caretaking with the adolescent and/or caregiver.
• Worked individually with adolescent or caregiver to prepare for family session (same day or future session).
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included as a between-subjects random effect at level 2 of the model. Lastly, we conducted a two-part latent growth curve (LCG) analysis to examine change in self-reported delinquency over time, treating delinquency as a binary variable. A two-part model was selected given the propensity of zeros in the outcome data (i.e., a significant number of participants reporting no delinquency) and as previously demonstrated by Hogue et al. (2014) . In part 1 of the model, a binary indicator is created to indicate any versus no delinquency. The continuous part 2 models the frequency of the occurrence of delinquency, given that any delinquency has taken place. The multilevel regressions and two-part growth models were conducted in Mplus (version 7.3; Muthén & Muthén, 1998 -2016 .
We included reports of significance (p) and effect size (R 2 for regression models, ␤ for individual regression predictors, and d for the latent growth curve analysis). In addition, changes in intraclass correlation coefficient (ICC) values when predictors are added to an unconditional model including no predictors are given as approximate effect size statistics following Adelson and Owen (2012) . The ICC provides the proportion of variance in the outcome variable that is attributable to between-subjects variation; that is, variation between psychotherapists. Table 2 provides the distribution of study variables and bivariate correlations among them. The mean ICU score was 32.7 (SD ϭ 10.7) and was approximately normally distributed. As expected from past research, CU traits were significantly positively correlated with adolescent self-reported delinquent behaviors, r ϭ .25, p ϭ .002. Parent and adolescent reports of externalizing symptoms were significantly associated with each other, r ϭ .28, p Ͻ .001, and both were also positively correlated with CU traits (r ϭ .51, p Ͻ .001; r ϭ .19, p ϭ .02, respectively). However, neither CU traits nor externalizing symptoms were significantly correlated (using simple bivariate correlations) with adolescent-report of therapeutic alliance. Also, the number of sessions that each participant attended was not significantly correlated with any main study variables, including therapeutic alliance.
Results
Consistent with the parent study, we also examined clinical significance of symptom reduction in the sample by examining change from intake to 12-month follow-up in the percentage of adolescents reporting no delinquent acts in the prior month (Hogue et al., 2014) . 10.3% reported no delinquency at intake, and this increased to 33.3% at 12-month follow-up. These results are consistent with the parent study sample; refer to Hogue et al. (2014) for details.
Predicting Therapeutic Alliance
The next set of analyses tested the ability of CU traits and externalizing symptoms to predict therapeutic alliance. Results are reported in Table 3 . CU traits (b ϭ 0.27, SE ϭ 0.12, pseudo z ϭ 2.39, p ϭ .017) significantly predicted therapeutic alliance at three months, with higher levels of CU traits associated with more positive ratings of alliance. Adolescent-report of externalizing symptoms (b ϭ Ϫ0.25, SE ϭ 0.10, pseudo z ϭ Ϫ2.37, p ϭ .018) also demonstrated a negative association. However, parent-report of externalizing symptoms (b ϭ ϽϪ0.01, SE ϭ 0.12, pseudo z ϭ Ϫ0.03, ns) did not significantly predict alliance, nor did length of time in psychotherapy (b ϭ 0.02, SE ϭ 0.07, pseudo z ϭ 0.23, ns). Variance at the psychotherapist level was notable, with an ICC of 0.47, indicating that 47% of the variability in alliance scores was due to variability between therapists. The proportion of between therapist variance accounted for by CU traits was moderate (18%), and that accounted for by self-reported externalizing was also moderate (12%). Given the large proportion of female participants and diagnoses of depression, models were also run including gender as well as adolescent-and parent-report of internalizing symptoms as predictors; however, they did not significantly contribute to the model or change the overall findings and thus are not reported.
Predicting Treatment Outcome
Further analyses tested the interaction between CU traits and therapeutic alliance in predicting treatment outcome; see Table 4 . There was a significant interaction between CU traits and therapeutic alliance in predicting levels of delinquency at 12 months (b ϭ Ϫ0.003, SE ϭ 0.001, pseudo z ϭ Ϫ2.56, p ϭ .011). The ICC for self-reported delinquency was .68, with CU traits accounting for 12% of this between-therapist variance, alliance 16%, and the interaction between these variables 50%.
1 Again, a model was run including gender, which did not significantly contribute to the model or change the overall findings.
The significant interaction that emerged was further explored using the procedure recommended by Preacher, Curran, and Bauer (2006) . The results of these analyses are summarized in Figure 2 . More positive ratings of the therapeutic alliance were associated with greater decreases in delinquency (i.e., more positive outcomes in psychotherapy). However, these results differed based on participants' levels of CU traits. The relation between alliance and outcome was stronger for adolescents with high CU traits than those with low CU traits. Therefore, contrary to our hypothesis, the therapeutic alliance was even more highly associated with outcome for youth with significant CU traits.
Lastly, we examined change in delinquency using a two-part LGC model in which the first part represented change in the categorical presence/absence of delinquency, and the second part, change in continuous delinquency among those continuing to engage in it. The ICC for this model was very low (Ͻ.01) and therefore, therapist was not included at level 2 (Raudenbush & Bryk, 2002) . Results from the analysis indicated that for the continuous part of the two-part model a significant interaction between therapeutic alliance and CU traits was significant with a large effect size (slope ϭ Ϫ0.001, SE Ͻ 0.001, z ϭ Ϫ2.26, p ϭ .02, d ϭ 0.99). That is, high-CU youth with a strong therapeutic alliance demonstrated greater decreases in self-reported delinquency compared with low-CU youth. However, neither therapeutic alliance (slope ϭ Ϫ0.003, SE Ͻ 0.003, z ϭ Ϫ0.81, p ϭ .42, d ϭ 0.40) nor CU traits (slope ϭ Ϫ0.003, SE Ͻ 0.002, z ϭ Ϫ1.27, 1 Please note that these effect sizes sum to a number larger than the total because they are generated from independent, single predictor models. When multiple predictors are included, the proportion of variance provided is for the entire set, and therefore, cannot be attributed to individual predictors. This document is copyrighted by the American Psychological Association or one of its allied publishers.
p ϭ .20, d ϭ 0.47) significantly predicted change in delinquency independently. Also, with respect to the categorical part of the twopart model, no significant interaction emerged (slope ϭ Ϫ0.000,
Discussion
This study examined whether CU traits were related to the formation of a positive therapeutic alliance and positive gains in psychotherapy. Participants in the study sample reported comparable levels of externalizing symptoms (as measured by parent and adolescent report) as other clinically referred youth, and ICU scores similar to at-risk or detained adolescents (Achenbach, 1991a (Achenbach, , 1991b Berg et al., 2013; Docherty, Boxer, Huesmann, O'Brien, & Bushman, 2016) . The average number and type of delinquent acts reported was comparably higher than those from longitudinal, community samples (Beyers & Loeber, 2003; McMahon, Witkiewitz, Kotler, & the Conduct Problems Prevention Research Group, 2010) . We found that high levels of CU traits (as reported by caregivers) were associated with more positive ratings of therapeutic alliance, independent of level of externalizing symptoms. This is consistent with the limited number of previous studies that suggest that CU traits actually improve the ability to form a positive alliance (Simpson et al., 2013) . This may be because youth with high levels of CU traits have better social skills, higher verbal intelligence, and less emotional dysregulation compared with their low-CU counterparts (Salekin et al., 2004; Waschbusch et al., 2007) . Future research should include direct measures of these suggested explanations to provide a greater elucidation of how CU traits might affect the therapeutic alliance.
Our results suggest that the adolescent-report of externalizing symptoms was also negatively associated with the therapeutic alliance. The number of externalizing behaviors exhibited by an adolescent may relate to his or her ability to form a positive alliance, at least with adolescents in a usual care outpatient setting. Several features associated with externalizing behaviors (including poor social-cognitive skills, emotion dysregulation, and poor verbal intelligence) might account for youth with a greater number of these symptoms showing more difficulties building a positive alliance (Frick, 2012; Viding et al., 2012 ). Yet, parent-report of externalizing symptoms as measured by the CBCL did not significantly predict alliance. In our original hypothesis, we assumed that emotional and cognitive deficits were directly proportional to the severity of conduct problems as measured by externalizing symptom count. However, it is not clear that symptom counts correlate with the severity of deficits that might affect alliance. It is also possible these results were influenced by a self-report bias among adolescent reports of both externalizing symptoms and therapeutic alliance. Further research is needed to examine the role that externalizing symptoms play in the formation of building a positive alliance.
Next, we predicted that this adolescent-reported therapeutic alliance would be significantly related to treatment outcome, and our results supported this hypothesis. More positive ratings of the therapeutic alliance by the adolescent client were associated with greater decreases in delinquency. These results are consistent with Note. ICU ϭ The Inventory of Callous-Unemotional Traits; CBCL ϭ Child Behavior Checklist, Externalizing Scale; YSR ϭ Youth Self-Report, Externalizing Scale; TASA ϭ Therapeutic Alliance Scale for Adolescents, 3 months; SRD-In ϭ Self-Report Delinquency, Intake; SRD-12mo ϭ Self-Report Delinquency, 12 months; # sessions ϭ Total number of sessions. Note. ICC represents approximate effect size. CBCL ϭ Child Behavior Checklist, Externalizing Scale; YSR ϭ Youth Self-Report, Externalizing Scale; ICU ϭ The Inventory of Callous-Unemotional Traits; # sessions ϭ Total number of sessions. Psychotherapist is included as a between-subject random effect. Note. ICC represents approximate effect sizes. TASA ϭ Therapeutic Alliance Scale for Adolescents. ICU ϭ The Inventory of CallousUnemotional Traits. Psychotherapist is included as a between-subject random effect. This document is copyrighted by the American Psychological Association or one of its allied publishers.
the vast body of literature on therapeutic alliance in adults, and the growing body of research on alliance in adolescents. Lastly, we predicted that CU traits would moderate the effect of the therapeutic alliance on treatment outcome. Our results revealed moderate to large effect sizes and a significant interaction, though not in the predicted direction. Higher levels of CU traits were associated with a greater number of self-reported delinquent acts, or worse treatment outcomes. Indeed, high-CU youth with a poor alliance demonstrated fewer reductions in delinquency. This is consistent with previous research that suggests that CU youth do not show as much improvement in treatment (Frick et al., 2014) . However, in contrast to expectations, high-CU youth with a positive alliance demonstrated a stronger relation between therapeutic alliance and treatment outcome than low-CU youth. In other words, the presence of a positive alliance was more beneficial and more strongly associated with reductions in delinquency for adolescents with significant CU traits. These results are contrary to our hypothesis, which conjectured that CU traits would weaken the relationship between alliance and outcome. In fact, our results suggest that the therapeutic alliance reported by these CU adolescents was related to actual gains in psychotherapy. This is the first evidence suggesting the therapeutic alliance may be especially important for high-CU youth, who, as demonstrated by these results, appear to develop a genuinely beneficial alliance.
Study Limitations and Future Directions
These findings should be interpreted cautiously due to several unavoidable limitations of the original study. The use of an existing dataset limited the inclusion of several measures that would have informed the present findings. For one, we did not have access to an adolescent self-report of CU traits. Although the parent-report version of the ICU has demonstrated high internal consistency, it demonstrates only modest cross-rater agreement with the youth self-report version (Seagrave & Grisso, 2002; White, Cruise, & Frick, 2009) . Given this modest cross-rater agreement, it is possible that adolescent self-reports of ICU may have varied considerably from our parent-reports and would give us a fuller picture of the effect of CU traits.
The present investigation used only an adolescent-report of the therapeutic alliance. Although the present investigation was limited to the adolescent-report of alliance, there is no clear evidence for why adolescent participants would be motivated to over-or underexaggerate the quality of their therapeutic alliance. Some suggest that CU youth may be motivated to manipulate the impression of a positive alliance with a psychotherapist in order to obtain rewards or terminate psychotherapy more quickly. Still, this does not explain why adolescents in the current study would be motivated to report the alliance as more positive in a confidential self-report, without any apparent gain for doing. This is especially the case given treatment was voluntary and there were no obvious secondary gains related to adolescent responses. Study measures were kept confidential from psychotherapists and did not affect length or course of psychotherapy, or compensation for participating in the study.
If anything, high-CU youth may be more critical and perceive more conflict in their relationships, again suggesting it is unlikely that these youth are reporting their alliance as overly positive (Muñoz, Kerr, et al., 2008) . Contrary to the description of adult psychopaths as being unable to form lasting relationships, studies of adolescent CU youth suggest they are able to form stable friendships with same-age peers (Muñoz, Kerr, et al., 2008) . Indeed, youth with significant CU traits are better at social problem solving than youth with conduct problems but no CU traits (Oliver et al., 2011; Waschbusch et al., 2007) . This is further evidence that these adolescents with CU traits are reporting a genuinely positive therapeutic alliance, at least in their perception of the relationship. Further, given the instruments currently available, it is unclear how one could absolutely determine the validity of an adolescent's perception of the therapeutic alliance other than by making the report completely confidential and with no bearing on the youth's treatment or disposition as in the present study.
The current study was unable to account for the psychotherapist perception of the therapeutic alliance. It would be important to include a psychotherapist-report of therapeutic alliance in future studies to help determine if psychotherapists do indeed perceive the therapeutic alliance as positively as high-CU youth, and in turn how this affects their treatment of these youth and their decisions for interventions in psychotherapy.
An additional limitation is that self-reported delinquency was the only indicator of potential success in psychotherapy used for this study. This report does give an indication of the youth's conduct, and is indicative of real-world behavioral outcomes. However, including additional measures of success, such as increases in a number of positive behaviors (such as prosociality), could provide a clearer picture of psychotherapy impact. In addition, it would strengthen the conclusions drawn using self-report measures for both the therapeutic alliance and treatment outcome given the potential for self-report bias. Previous research suggests that externalizing adolescents' self-report of delinquent acts may be inconsistent from parent-report (Sibley et al., 2010) . However, again there is no clear motivation for why CU-youth may be inclined to overreport alliance and underreport delinquency. Indeed, CU traits (as measured by parent-report) were positively correlated with delinquency at intake as expected, and there is no indication these youth began underreporting delinquency as psy- This document is copyrighted by the American Psychological Association or one of its allied publishers.
chotherapy progressed. Also, baseline reports of delinquency were positively correlated with both parent and adolescent reports of externalizing symptoms, demonstrating concurrent relationships in the expected direction between various measures from different rater perspectives. The current study included a relatively small number of participants and a high proportion of female participants (ϳ50%) compared with many studies of adolescent conduct problems. This is a notable strength of the present investigation, as the construct of CU traits is not as widely studied in females; some suggest these traits are less common in females but function very much the same as for males, whereas others suggest there are important differences (Pechorro et al., 2013) . Although the current findings do not speak directly to this debate, it is interesting to observe that in the current study, there were no significant differences across the study variables between males and females with regards to the functioning of the therapeutic alliance. Although the high proportion of females may make the results less generalizable to a juvenile justice population, the ethnic and economic diversity of the sample is representative of many youth with treatment needs in the community. This diversity is another strength of the current study, as there are few previous investigations of the role of therapeutic alliance in the treatment of underserved minority adolescents (but see Cordaro, Tubman, Wagner, & Morris, 2012; Flicker, Turner, Waldron, Brody, & Ozechowski, 2008 for notable exceptions). Also, the high rates of depression in the study sample are indicative of the frequent comorbidity of internalizing and externalizing symptoms in adolescents, and not inconsistent with recent research that suggests depressive symptoms are present in CU-youth (Fink, 2010; Wolff & Ollendick, 2006) . Future studies should endeavor to examine gender differences in mechanisms of alliance formation and continuation and explore these relationships with regards to psychiatric comorbidity, especially among underserved urban samples.
In future research, the inclusion of a larger sample size and the aforementioned additional variables may lend support to some of the tentative conclusions drawn from our results. We reported effect sizes along with significance levels so that we would not miss potentially important predictors that were statistically underpowered due to the small sample size. Together, both statistical significance testing and effect size magnitudes converge to suggest that CU traits, alliance, and their interaction are important variables to consider in future studies of nontreatment seeking youth manifesting externalizing problems.
Lastly, it is interesting to speculate how the current findings relate to other studies on the therapeutic alliance. For example, youth high in CU traits would appear to share commonalities with individuals who have an interpersonally distant and cold relationship style. Interestingly, research with these individuals suggests that an emphasis on developing the therapeutic relationship early in treatment appears to improve treatment outcomes, a finding similar to the present results (Kuutmann & Hilsenroth, 2012; Muran, Segal, Samstag, & Crawford, 1994) . It would be interesting for future research to explore to what degree therapists working with youth high in CU traits make the development of a positive relationship a central goal of intervention and to determine if this approach improves outcomes and extends the length of therapeutic participation. Further, other research with adult and adolescent participants strongly suggests that attachment style impacts the therapeutic alliance and treatment success (Diener & Monroe, 2011; Siefert & Hilsenroth, 2015; Zack et al., 2015) . Thus, it would be interesting for future studies to evaluate attachment style within youth high in CU traits to determine if attachment style may moderate the development of a positive alliance.
Clinical Implications
These findings have several potentially important implications. Our results support the idea that CU traits may actually be an important moderator of treatment response in adolescents. Previous literature has focused on the negative finding that a significant number of CU traits are associated with a greater number of conduct problems and poorer outcomes in treatment (Frick et al., 2014) . However, these high-CU youth have better social skills, higher verbal intelligence, and less emotional dysregulation compared with their low-CU counterparts (Salekin et al., 2004; Waschbusch et al., 2007 ). It appears that youth with CU traits may not have many of the dispositional deficits that may interfere with the formation of the therapeutic alliance. Regardless of the severity of their externalizing problems, youth with higher levels of CU traits reported more positive ratings of therapeutic alliance. Indeed, these findings suggest adolescents with significant CU traits are capable of building positive alliances with psychotherapists, and that this alliance is related to positive outcomes in psychotherapy. In fact, present findings suggest the relation between therapeutic alliance and treatment outcomes may be even stronger for this group.
These findings have important implications for the treatment of youth demonstrating high levels of CU traits. First, these data were collected in a naturalistic, usual-care treatment setting, while previous research has focused on controlled trials or institutional settings. As such, results may be more generalizable to a broader section of youth seeking treatment. Nonetheless, psychotherapy in the current study was completely voluntary and a different pattern of findings may be observed in institutional settings or circumstances where participation is mandated. Youths' motivations for completing psychotherapy, the power dynamic between psychotherapist and client, and the involuntary nature of entering treatment may make it more difficult to develop a positive therapeutic alliance in institutional settings. Nevertheless, the most severely delinquent youth are likely to receive services in an institutional setting and stand to benefit the most from a positive relationship in psychotherapy. Remarkably, the average ICU score in our community sample was as high or higher than that found in previous studies using detained adolescents (Kimonis et al., 2008; Muñoz, Frick, Kimonis, & Aucoin, 2008) . Thus, our results suggest a positive therapeutic alliance is a critical factor predicting therapeutic progress for youth with very significant CU traits.
Our findings also suggest high-CU youth are not untreatable, but psychotherapy needs to be tailored to their unique constellation of traits. Psychotherapists who approach CU youth with an expectation that they are untreatable or incapable of forming stable relationships may face an especially difficult time developing a positive alliance and making gains in psychotherapy. Psychotherapists should be especially attentive to mending any ruptures in the therapeutic alliance, given high-CU youth may be more likely to perceive, but less likely to attempt to rectify, social conflict (MuThis document is copyrighted by the American Psychological Association or one of its allied publishers.
ñoz, Kerr, et al., 2008; Pardini, 2011) . Future studies should explore how psychotherapists perceive the therapeutic alliance and respond to these youth in psychotherapy. We should also consider how to motivate CU youth to build a positive alliance, and how therapeutic interventions may affect the relationship between psychotherapist and adolescent. Overall, our findings suggest the presence of significant CU traits does not necessarily portend resistance to psychotherapy and a lifetime of delinquent behavior. Instead, these youth may be able to form stable, positive relationships, and the therapeutic alliance may be an important mechanism for affecting meaningful change in these adolescents' lives.
